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Hand-Schiiler-Christian Disease Treated with Cortisone.--ROBERT H. SEWELL, Ch.M., F.R.C.S., F.R.C.S.Ed. I. B., female, aged 3 years 10 months. March 1952: Otorrhcea followed by a limp. A tender hard swelling of the left femoral metaphysis wastfound with full range of knee movement (Fig. 1 ). Exploration revealed a cavity lined with greyish granulation tissue. This was curetted and on section was reported as an eosinophil granuloma. The blood count was normal except for 3 % eosinophils. Blood chemistry normal. No diabetes insipidus. No Bence-Jones protein.
Skeletal survey revealed geographical defects in the left temporal region (Fig. 2) . Progress.-After curettage the femoral lesion healed. The skull deposits increased in size and number despite X-ray therapy (Fig. 3 ). New deposits appeared in the mandible, right scapula, right humerus, left clavicle and right ilium. There was exophthalmos on the left. January 1953: When she had failed to respond to X-ray therapy and her condition was deteriorating she was given intramuscular cortisone 50 mg. daily, later reducing to 371 and now 25 mg. daily.
Her general condition has improved greatly. The exophthalmos has slowly increased. The skull deposits have increased in size but the centres show calcification (Fig. 4) . No new deposits have been discovered since cortisone therapy was commenced.
Biopsies
(1) Of original femoral lesion: "Large numbers of mononuclear cells and eosinophils." "Small numbers of foreign body type giant cells are present."
(2) Of skull lesion prior to cortisone: "A fair proportion of the tissue is fibrous in type. Lying in the fibrous stroma are varying sized collections of mononuclear cells. The cytoplasm of the cells appears a little foamy. Numerous eosinophils are scattered among these mononuclear cells."
( Mr. H. E. Harding said that he could report 3 cases of this condition from his own experience. The first was typical in all the main features, with very marked exophthalmos. There were localized lesions in all cases in the membrane bones. Biopsies showed the clharacteristic lipo-granulomatous appearance. Radiation treatment had been tried, and during this period-three or four years-only minor changes occurred, whether spontaneously or caused by the radiation he did not know. Irradiation certainly appeared to affect the local lesions.
Acrylic Replacement of Painful Osteomyelitic Femoral Amputation Stump.-A. C. BINGOLD, F.R.C.S. Seddon and Scales (1949) were the first surgeons to report the construction of a femoral amputation stump in which the femur was replaced by an internal plastic prosthesis. Their patient was suffering from fibrous dysplasia of a femur.
To the author's knowledge the patient reported here is the first to be relieved of pain arising in a mid-thigh amputation stump by a similar operation.
CASE REPORT
History.-A man aged 38 was admitted on 3.11.52 complaining of agonizing pain in his left femoral amputation stump. An attack of osteomyelitis in his left femur at the age of 12 had necessitated many periods of prolonged hospitalization and many operations including drainage of abscesses and sequestrectomies. A resection of 8 in. of femoral shaft followed by an attempted repair of the defect with a fibular graft had eventually led to amputation through the mid-thigh when he was 26 years old. The stump had never been healthy and abscesses had been drained on two occasions. At the age of 28 an artificial limb was fitted, but he discarded it a few months before his admission on account of severe pain which had two elements: (1) phantom-limb pain of two to three years' duration; (2) pain on the inner side of the stump present for the last six or seven months.
On examination.-The patient was greatly distressed and in severe pain. He had a 7 in. left femoral amputation stump with a deeply sulcated terminal and several lateral scars. There were extreme tenderness and hyperesthesia over the tip and the medial portion of the stump. No neuromata could be felt. Movements were full but with jactitation. There was no fixed deformity.
A radiograph showed a markedly irregular femoral stump containing a piece of metal (Fig. 1) . On the assumption that it was the diseased bone that was causing the pain, treatment, including lumbar sympathectomy, was at first directed to interrupting the sensory and sympathetic pathways but without success. It was therefore decided to replace the bone by an acrylic prosthesis (Fig. 2) ,
